I. Introduction
The desire of every woman in Labour and her obstetrician is to have a normal vaginal birth. During this due course, unanticipated cephalopelvic disproportion at times may end up in deeply impacted head with features of obstructed labour and there is no way other than to deliver these babies by abdominal route. The most frequent cause of obstructed labour is cephalo-pelvic disproportion -a mismatch between the foetal head and the mother's pelvic brim. The foetus may be large in relation to the maternal pelvic brim, such as the foetus of a diabetic woman, or the pelvis may be contracted, which is more common when malnutrition is prevalent. Some other causes of obstructed labour may be malpresentation or malposition of the foetus (shoulder, brow or occipito-posterior positions). In rare cases, locked twins or pelvic tumours can cause obstruction (1) . Neglected obstructed labour (OL) is a major cause of both maternal and newborn morbidity and mortality. The obstruction can only be alleviated by means of an operative delivery, either caesarean section or other instrumental delivery (forceps, vacuum extraction or symphysiotomy). Maternal complications include intrauterine infections following prolonged rupture of membranes, trauma to the bladder and/or rectum due to pressure from the foetal head or damage during delivery, and ruptured uterus with consequent haemorrhage, shock or even death. Trauma to the bladder during vaginal or instrumental delivery may lead to stress incontinence. By far the most severe and distressing long-term condition following obstructed labour is obstetric fistula -a hole which forms in the vaginal wall communicating into the bladder (vesico-vaginal fistula) or the rectum (recto-vaginal fistula) or both (1, 2) . In developing countries, fistulae are commonly the result of prolonged obstructed labour and One option to deliver impacted fetal head in emergency CS is the conventional head push technique (push method) using an assistant hand in the vagina to push the head up toward the uterine incision while the operator tries to pass his/her hand below the head to dislodge the head from pelvis. (12) Alternatively a reverse breech extraction technique (pull method) is usually performed by opening the uterus soon to reach into the upper segment for a fetal leg, and by applying gentle traction on the leg until the another leg appeared. Then both legs are held together and the body of fetus could be delivered (pulled) out of the uterus completely using technique similar to that for a breech delivery . (13, 14) In Patwardhan's method of delivery in obstructed labour, the incision over lower uterine segment is made at the level of the anterior shoulder of the baby as the head is deeply impacted. Anterior shoulder is then delivered along with the anterior arm by hooking a finger in the elbow if required posterior shoulder is rotated forward and is similarly delivered. The trunk, breech and the lower limbs are successively delivered by traction on arms aided by fundal procedure. Patwardhan Technique. [11] In case of occipito-transverse or occipitoanterior positions with the head deeply impacted in the pelvis, incision is made in the lower uterine segment, at the level of the anterior shoulder, which is delivered out. 2. With gentle traction on this shoulder, the posterior shoulder is also delivered out. 3. Next, the surgeon hooks the fingers through both the axillae and with gentle traction, aided by fundal pressure applied by assistant, the body of the foetus is brought out of the uterus. 4. Now the baby's head which is the only part of the foetus which is still inside the uterus, is gently lifted out of the pelvis. (15, 16) Observations In this study of three and half years from 2013 to june 2016, of all the patients who had underwent caesarean section, 100 cases of pregnant women with obstructed labour were taken into consideration for study and observed various parameters:-
Mode of admission
Almost all the cases of obstructed labour came in emergency (96 out of 100) and 4 patients admitted through O.P.D and get obstructed. 
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Gravidity
Out of 100 women with obstructed labour, 75% of the women were primigravidae, 17% were second gravidae, 5% were 3rd gravidae and 3%were grand multigravidae.
II. Methods of extraction of impacted foetal head in obstructed labour
Out of 100 women with obstructed labour who underwent caesarean section, the various methods were implied to extract foetus. In 45 out of 100 cases foetus were extracted by push up method in vertex position, 33 out of 100 cases Patwardhan technique was implied and in 22 out of 100 cases reverse breech technique was implied. 
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IV. Foetal morbidity and Mortality
Foetal distress was observed in 10 out of 100 cases out of which 4(7.27%) cases observed in Group-A and 6(13.33%) cases in Group-B. Meconium stained liquor was observed in 10(18.18%) cases in Group-A and 12(26.6%) cases with meconium stained liquor was observed in Group-B. Still births were 4(7.27%) cases observed in Group-A and 5(11.11%) cases in Group-B. 
V. Discussion
Various parameters of maternal morbidity such as extension Of uterine incision, broad ligament hematoma, traumatic PPH, atonic PPH and blood transfusion needed. Uterine laceration and its related complications increase morbidity and also has a long-term implication on the patient's future obstetric careers as it is a contraindication for allowing subsequent vaginal delivery (17, 18) . The incidence of extension of incision in second stage caesarean sections seen in push method extraction was found to be about 15% to 50% in various studies 13.In our study, It is observed that extension of uterine incision is observed in 3(5.45%) patients in Group-A and 12(26.66%) patients in Group-B. The possible explanations for increased incidence of uterine incision extension in push method are 1) Iatrogenic trauma caused by the operating surgeon in manoeuvre his hand between the already stretched, congested lower segment and the impacted head. 2) Push from below, if applied posterior to the flexion point can lead to iatrogenic extension of head in utero, with either face/ brow presentation. 3) Undue force exerted by the operating surgeon in order to lift the deeply impacted head out of pelvis up to a highly placed uterine incision. 4) The tonic contracted uterus on the fetal spine acts as a splint, there by resisting both flexion at atlanto-occipital joint and upward lifting of presenting part. These compel the operating surgeon as well as the assistant pushing from below to apply excessive force, thereby further increasing the chances of uterine extension. By contrast, in Patwardhan method the extraction is partially reverse with shoulder first followed by trunk and breech successively, and head virtually pops out at last. The operating surgeon neither inserts his hand into the cavity nor does he apply any undue force. Hence the chances of maternal injury are lessened by this method. Similarly, in reverse breech method, the extraction of the baby is done by pulling at the foetal leg present in the upper segment and the head comes out at the end.In this method also, no force is directly applied on to the thin oedometous lower segment, thereby safeguarding against maternal injuries. Broad ligament hematoma is observed in 4 (8.88%) patients in Group-B and no case of Broad ligament hematoma was encountered in Group-A. Traumatic PPH was observed in 2(3.63%) patients in Group-A and 9(20%) patients in Group-B. Atonic PPH was observed in1 case in Group-A and 3(6.66%)patients in Group-B and Blood Transfusion was needed in 12(21.8%) patients in Grouo-A and 21(46.66%) patients required blood transfusion in Group-B The incidence of incision extension was approximately 5 times more common in push method than Patwardhan method and reverse breech extraction. Uterine incision extension related complications like uterine artery laceration, broad ligament hematoma, bladder injury, traumatic PPH and blood transfusion were all more in push group than in Patwardhan group. Broad ligament hematoma is observed in 4 (8.88%) patients in Group-B and no case of Broad ligament hematoma was encountered in Group-A. Traumatic PPH was observed in 2(3.63%) patients in Group-A and 9(20%) patients in Group-B. Atonic PPH was observed in1 case in Group-A and 3(6.66%)patients in Group-B and Blood Transfusion was needed in 12(21.8%) patients in Grouo-A and 21(46.66%) patients required blood transfusion in Group-B. . Blood transfusion requirement, either intra operatively or postoperatively was more in push method i.e Group-B. However the occurrence of atonic PPH was not significant in both groups.
Foetal distress was observed in 10 out of 100 cases out of which 4(7.27%) cases observed in Group-A and 6(13.33%) cases in Group-B. Meconium stained liquor was observed in 10(18.18%) cases in Group-A and 12(26.6%) cases with meconium stained liquor was observed in Group-B. Still births were 4(7.27%) cases observed in Group-A and 5(11.11%) cases in Group-B. Birth asphyxia and still birth rates were almost similar in two groups, indicating that, the technique of delivery was not responsible for. The parameters of foetal outcome such as meconium stained liquor, birth asphyxia and still birth rates, were not related to the technique of foetal extraction but these were related to the outcome or complication of obstructed labour. (19, 20) .
VI. Conclusions
While complications are inherent in both methods, Patwardhan method of delivery of the fetus as well as reverse breech extraction for second stage labour has been shown to confer considerable advantage in prevention of maternal morbidity over the push method in our institution. Our findings support the fact that the Patwardhan method as well as reverse breech extraction could be a useful maneuver in intraoperative disengagement of fetal head, when encountered at second stage CS and it is our opinion that these manoeuvre can be practiced selectively as a primary technique.
VII.
